was monitored by trained infection control nurses based on the WHO recommendations and using the observation method. 1 Observations were performed unobtrusively any day of the week for a maximum of 20 minutes per session, and HH moments (before patient contact, before performing an aseptic task, after exposure to body fluids, after patient contact, and after contact with patient's surroundings), staff category (nurse, physician, ancillary personnel), actions (hand rubs, hand washing, missed), and the product used (soap or alcohol) were recorded. All staff members assigned to patient care were observed, including nurses, physicians, and ancillary personnel.
The local infection control program included educational activities and feedback of compliance data to the staff as main components. The WHO goal for HH compliance (90%) was used by the local program.
The study procedure was considered a component of the infection control program and did not interfere with patient care. For this reason, no ethical approval was required.
The number of actions performed (hand rubs or hand washing) divided by the number of opportunities and expressed as a percentage of opportunities was calculated for each HH moment and category.
Results
During the study period, 16 125 HH opportunities were observed with a compliance rate of 34.2%. The highest compliance was achieved by physicians (39%) followed by nursing staff (31.4%) and ancillary personnel (19.5%). HH practices were performed after patient contact in 65.7%, after body fluid exposure in 38.6%, and after contact with a patient's surroundings in 42% of opportunities. The lowest compliance rates were achieved before patient contact (23.3%) and before an aseptic task (11.4%) ( Table 1) . A predominance of hand washing (83.6%) and a low frequency of hand rub (16.4%) were observed. During the first quarter of the study period, compliance was 9.4%; after that, it increased to between 28.5% and 39.9%. No clear trend of improvement in HH compliance was observed during the period (Figure 1 ).
Discussion
Compliance with HH was low in the critical care unit with no evidence of improvement during the study period. Previously in this unit, no system to monitor HH quality had been implemented nor actions taken for improvement.
Low compliance with HH practices is a well-known finding in studies of healthcare facilities worldwide. 1 There are three published studies about HH practices in Cuban healthcare facilities; 2 of them describe the results in critical care units with a compliance of over 50%. 9, 10 The overall compliance observed in the current study was similar to the data in the literature. [2] [3] [4] [5] [6] [7] There was no evidence of improvement during the study period, which could be related to various factors including deficiencies in staff education, irregular feedback, and loss of timely analysis of compliance data. Another factor, one relevant to improvement, is the weak leadership support to the infection control recommendations. 1 Better compliance after patient contact, exposure to body fluid, and contact with the patient's surroundings is frequently revealed in many reports. 2, 3, 5 This behavior that favors staff protection over patient safety constitutes a significant risk to critical care patients and could be modified with quality improvement intervention focus in staff education. The low frequency of hand rubs and the higher compliance among physicians in comparison with other categories are probably related to deficiencies in staff education and the availability of facilities to comply with hand rubs in patient-care areas (e.g., wall-mounted dispenser, pocket bottle).
Conclusion
HH practices in critical care units constitute a significant risk for healthcare-associated infections, and urgent action is required for improving patient and staff safety.
